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Foreword
Deviations in nervous system function may lead to a wide variety of disabilities. These range in severity from the most subtle alteration of complex thought process to the grossest mental and motor disability. Their nature depends upon the individual's basic inheritance, the impact on his nervous system of any deleterious prenatal or postnatal factors, and the age at which such factors may have been operative. The effect of such deviations is markedly influenced by interaction of the child with his physical and social environment and by his training and education.
This report is the first of a series on the special medical and educationai needs of that group of children whose dysfunction does not produce gross motor or sensory deficit or generalized impairment of intellect, but who exhibit limited alterations of behavior or intellectual functioning. The early recognition and adequate evaluation of such children is important because they require special forms of management and education if they are to develop to their fullest potential. 16 References not cited in article 17 v I. Introduction to the -Problem A large number of individuals within our population show deviations of intellect and behavior of such a nature as to require special resources for their management and education. The concept of brain dysfunction as a primary causative factor in these learning and behavioral disorders of children has received increasing attention over the past 20 years. This concept has attained particular prominence in the fields of medicine, psychology, education, and the language specialties.
The current extensive concern for, awareness of, and interest in children with minimal brain dysfunction is not restricted to the professional groups who work with and for children. Indeed, the stirrings of discontent have been intensified by parents of such children. Parents alone, or more recently through organized local, State, and National groups, have demanded increased public and professional acknowledgment of this host of handicapped youngsters. Parents want services to aid each such child to develop to his potential; they have appealed for specialized academic training for professional groups, to give such services effectively.
Few subject areas have occasioned such wide multidisciplinary concurrence and collaboration while simultaneously provoking professional disjunction and discord. In fact, the role of brain injury within this broad constellation of physical, intellectual, and behavioral deviations has not been determined with precision.
The educators and, in particular, the elementary classroom teachers must provide programs for such individuals, regardless of the exact cause of their disability. In some instances this situation has led to hastily conceived public school programing, involving a considerable expenditure of money, with inadequate provisions and criteria for student selection, teacher training requirements, program supervision, and evaluation.
Educators cannot defer dealing with the educational disabilities of these children or the behavioral disturbances they frequently display pending scientific clarification of the issues.
The rise in the number of so-called "children with minimal brain dysfunction" may, in part, be explained on the basis of one or more of the following factors :
1. The increased refinement in diagnostic techniques and skills over the last several years.
2. The growing necessity for more precise classification of the learning and behavioral disorders of children. The usefulness of statistical data for such purposes as reporting to central agencies, program planning, and research depends on precise classification. This is particularly true of outpatient child guidance clinics. In these clinics, there is a general agreement that the standard psychiatric nosology as outlined in the Diagnostic and Statistical Manual of the American Psychiatric Association (1952) is unsatisfactory and, for the most part, inappropriate for use with children. ( It was developed mainly for the classification of adult disorders.)
3. An apparent increase in the number of children compromised by neurologic dysfunctions, which, unfortunately, is often the unintentional aftermath of advances in medical knowledge and care. 4 . A growing dissatisfaction on the part of many meical workers with children with purely psychogenic and interpersonal explanations for any disorganized or poorly understood behavior.
A commonly expressed concern of both professionals and parents is the general lack of knowledge, understanding, and agreement in the broad area of minimal brain dysfunction among the clinicians who are accountable for the diagnosis and treatment of deviating children.
The concept of minimal brain dysfunctions in children and the implications for child psychiatry, child The group was in accord that considerable thought and planning must precede a high-level symposium on this complex subject. It was agreed that small groups (task forces) should meet to work on specific aspects of the general subject of the child with minimal brain dysfunction. Suggestions included a subcommittee on terminology and identification, a classification of criteria for diagnosis, a survey of the magnitude of the problem, and a listing of available facilities for diagnosis; therapy, education, and rehabilitation. Various methods of financing such a project were discussed.
On The literature on minimal brain dysfunction prior to 1920 is sparse and is generally concerned with obselvations on individuals who sustained damage to th brain after reaching adulthood.
Several early references describe "nervous condidons" in children which affect learning and behavior (1, 2) .
Many papers appearing during the period between the two World Wars can be considered as the descriptive forerunners of certain aspects of minimal brain dysfunction. Of particular importance are the contributions of Kramer and Pollnow (3) ; Kahn and Cohen (4) ; Bender (5, 6) ; Goldstein and Scheerer (7) ; Goldstein (8) ; Orton (9) . A large number of references are devoted to the linkage between specific etiologic agents and resultant changes in behavior and learning abilities (10) (11) (12) (13) (14) (15) (16) (17) (18) (19) (20) (21) (27) sets the stage for the concepts of brain dysfunction in children and the child with minimal brain dysfunction as they are presently constituted.
The classic work of Strauss and Lehtinen (28) became the first comprehensive presentation on the topic and is the reference most frequently cited by subsequent , authors. As is the case with many pioneering works, it represented the essence of 20 years of foregoing study. ln the light of the subsequent expansion of the concepts the study may appear fragmentary.
Mindful of this, and perhaps anticipating reproving response, Strauss and Kephart acknowledged the need for alterations in theories and applications as new data accumulated (29) .
Nonetheless, few single volumes have been so influential ir. the production of fresh considerations in the areas of pathology, diagnosis, education, and investigation of children with learning and behavioral disabilities. It refocused attention on the neglected area of individual differences among children. It also is an excellent illustration of the usefulness of collaboration on a problem area.
Since 1950, the literature has become increasingly loaded with clinically oriented articles and studies of the disabilities under the general concept of minimal brain dysfunction in children.
The recent volume edited by Birch (30) ; the comprehensive review ef mental subnormality by Masland, Sarason, and Gladwin (31) ; and recent standard texts of child psychology, neurology, pediatrirs, and psychiatry obviate an extensive review of the literature for this particular paper.
IV. Toward Clarification of Central Issues
Several basic issues impede agreement on the concepts of "brain dysfunction" and the "child with minimal brain dysfunction." They come from our incomplete knowledge of the human organism, our communication failures, and our personal biases. Any serious attempt at solution must at least acknowledge these issues.
THE ORGANICITY-ENVIRONMENT OBSTACLE
One issue is the age-old dilemma : Organicity vs. environment. This conflict, which is reminiscent of the heredity-environment controversy, represents an updating and expansion of its predecessor.
The concept of organicity has been broadened to include all factors which originate in or are inherent Assuming agreement that the two major determinants of learning and behavior are organicity and environment, the diagnostic team must determine, as accurately as possible, the amount of impairment each is contributing to the chief complaints about the child and to his clinical symptoms.
If the "whole child" approach to diagnosis is deemed essential to the earnest understanding of a "difficult" youngster, then equal weight, in terms of symptom antecedents and investigatory priority, must be given to both organicity and environment.
Although organicity is often recognized as a contributor to symptomatology, it is frequently ignored in the final diagnosis of the child, and in the treatment planning, unless it is grossly obvious. The justification offered is our inability to ascertain exactly the extent of its contribution.
Two DIFFERING POINTS OF VIEW
A second clouded issue reflects uncertainty regarding the very existence of a condition such as "minimal brain dysfunction" in the types of children with which we are dealing. For conve tience, the extreme views will be categorized and labeled according to the sentiments of their proponents.
1. The purist point of view is that "minimal brain dysfunction" is in most instances an unproven presumptive diagnosis. Therefore, the concept can have little meaning and acceptance until such time as our knowledge is greatly increased and our diagnostic skills remarkably refined. Brain dysfunctioning can only be inferred until physiologic, biochemical, or structural alterations of the brain are demonstrated.
2. The pragmatic case might be presented in the following manner: With our limited validated knowledge concerning relationships between brain and behavior, we must accept certain categories of deviant behavior, developmental dyscrasias, learning disabilities, and visual-motor-perceptual irregularities as valid indices of brain dysfunctioning. They represent neurologic signs of a most meaningful kind, and reflect disorganized central nervous system functioning at the highest level. To consider learning and behavior as distinct and separate from other neurologiz functions echoes a limited concept of the nervous system and of its various levels of influence and integration. We cannot afford the luxury of waiting until causes can be unquestionably established by techniques yet to be developed. We cannot postpone managing as effectively and horestly as possible the large number of children who present chronic differences we feel are more related to organicity variables than others.
The above two views represent the extreme versions of the situation. If clinicians' viewpoints could be plotted, the result would most likely take on the shape of a bimodal distribution with overlapping.
V. Nomenclature
Nomenclature is essential to facilitate communication. Its purpose is to engender mutual understanding. To this end, terminology must define accurately and, in so doing, distinguish clearly one condition from another. To be understood readily, the term must describe the condition.
The task of terminology selection might be simplified if endorsement were required by one group only, e.g., pediatric neurologists. In the case of children with minimal dysfunction the designation must attempt to satisfy the diverse demands of at least four groups :
1. The clinicians (usually involving several disciplines) who diagnose, outline, and execute treat- Disagreement has developed over the use of the term "minimal brain dysfunction" as either a diagnostic or descriptive designation. Historically, the terms "brain-crippled," "brain-injured," and "brain-injured child," were selected by Strauss, Werner, Lehtinen, and others, to describe and account for particular learning and behavioral aberrations in certain children. Other writers, in contributing to or expanding the concept or in describing the condition, used such transitional terms as "brain damage," "brain-damaged child," "brain dysfunction," or "cerebral dysfunction."
judging from frequency of appearance in the literature, "brain damage" and "brain-damaged child" seem to be the most popular. Although these two terms are the most widely employed, most wiiters agree that they are unfortunate in that they connote specific demonstrable brain alterations, are unclear, 8 erroneous, too inclusive, or represent a "limited" Straussian view. A proposal for the resolution of the terminology problem was offered several years ago by Stevens and Birch (32) .
Over the years, the designation "brain-damaged" has been applied to most children determined to be in the "organic" classifications regardless of responsible agents or symptoms. Thus, if the major overt manifestations of a dysfunctioning brain appear in the motor areas (the cerebral palsies) ; sensory areas (visual or auditory impairments) ; mentation or intellect ( the mental subnormalities) ; or as seizures (the epilepsies) ; the "brain-damaged" label has frequently been applied to the child, especially when related specific learning and behavioral deviations accompany the other primary symptoms. This situation has given rise to the frequent complaint that the term has evolved into an all-embracing "wastebasket" designation.
The problem compounds itself when one considers a partial list of other diverse clnracteristics which have been attributed to brain variations: infantile autism ; childhood schizophrenia; superior intellect; specific talents and abilities in music, art, language, athletics; the aphasias; specific dyslexia; or early and superior reading ability.
In an attempt to establish a continuum of dysfunctioning in any of the areas of brain function, and to distinguish severity of symptoms in one or a combination of these areas, many later authors prefixed the adjective "minimal" to the terms "brain damage," "brain dysfunctions," or "cerebral dysfun-tion." In the main, these terms were used by their authors to describe milder, borderline, or subclinical abnormal manifestations of motor, sensory, or intellectual function, and to indicate specific kinds of learning, thinking, and behavioral sequelae.
Of major significance is the use of "minimal brain dysfunction" to designate a large group of children whose neurologic impairment is "minimal" (as on a continuum) , subtly affecting learning and behavior, Strauss and Lehtinen (28, p. 108 and p. 128) use the terms "minor brain damage," and "minimal brain injury," for this same condition, stating: "Behavior and learning, it is now beginning to be recognized, may be affected by minimal brain injuries without apparent lowering of the intelligence level." The volume by Strauss and Kephart (29) is primarily devoted to this group of youngsters. Gesell and Amatruda (22, p. 240) , using the term "minimal cerebral injury," describe the counterpart in infants and young children.
These terms have been criticized by Birch (30, p. 5 ).
Yet the authors using "minimal brain damage" or "minimal brain dysfunctions" apparently have done so in an honest effort to characterize categories of children. These children are different in certain learning and behavioral patterns, but when tested individually and comprehensively achieve within eie near average, average, or above average ranges of intellectual functioning. The vital implication is that educational programing and rehabilitation for these children must be different than for the brain-damaged mentally subnormal groups.
Response to the cardinal questions: "What shall it be called?" and "Whom shall it include?" will depend upon the acceptance of two basic premises:
1. Brain dysfunction can manifest itself in varying degrees of severity and can involve any or all of the more specific areas, e.g., motor, sensory, or intellectual. This dysfunctioning can compromise the affected child in learning and behavior.
2. The term minimal brain dysfunction will be reserved for the child whose symtomatology appears in one or more of the specific areas of brain function, but in mild, borderline, or subclinical form, without reducing overall intellectual functioning to the subnormal ranges. (Note : The evaluation of the intellectual functioning of the "culturally disadvantaged" child, though perhaps related, represents an equally complex, but different problem.)
A review of selected literature revealed a total of 38 terms used to describe or distinguish the conditions grouped as minimal brain dysfunction in the absence of findings severe enough to warrant inclusion in an established category, e.g., cerebral palsies, mental sub- The definition also allows for the possibility that early severe sensory deprivation could result in central nervous system alterations which may be permanent. During the school years, a variety of learning disabilities is the most prominent manifestation of the condition which can be designated by this term.
The group of symptoms included under the term minimal brain dysfunction stems from disorders which may manifest themselves in severe form as a variety of well-recognized conditions. The child with mini-10 mal brain dysfunction may exhibit these minor symptoms in varying degree and in varying combinations. ,t,,Ttp,73,1r,r,,,n",rrrrr.!?Tst-14-`,w4v17i
VI. SymptomatologyIdentification of the Child
In a search for symptoms attributed to children with minimal brain dysfunctioning, over 100 recent publications were reviewed.
Many different terms were used to describe the same symptom, e.g., excessive motor activity for age might be referred to as any one of the following: hyperactivity, hyperkinesis, organic drivenness, restlessness, motor obsessiveness, fidgetiness, motor disinhibition, or nervousness.
A large number of terms were too broad for other than limiied value, e.g., "poor academie achievement"; others were more specific, e.g., "reading ability two grade levels below grade placement." A few are mentioned one time only, e.g., "inclined to have fainting spells." Others are too general (or judgmental) to classify, e.g., "often good looking." Opposite characteristics are common: "physically immature for age""physically advanced for age" ; "fearless" "phobic" ; "outgoing""shy" ; "hyperactive""hypo- Unfortunately, at the present time a lack of scientific knowledge may make it impossible to provide a precise men'ical or eciucatiorral diagnosis. Resort must be made to broad and imprecise diagnostic categories. The development of multidisciplinary diagnostic programs and the continuing increase of scientific knowledge will do much to dispel these existing disturbing uncertainties.
We are dealing with a complex and extensive workup. Few existing clinics are prepared to provide all the services required by this group of children. There are great advantages in consolidation of effort and concentration of facilities in a single environment.
A more detailed consideration of the means by which these needs are to be met and of the specific management and educational programs which will be required is the subject of a further study to be carried out by Task Force II of this mission. The mission of this task force has been defined as follows:
Task Force II will be responsible for consideration of services including those necessary and desirable to diagnose the medical and health-related problem and to identify the methods of determining educational performance capability and ways of educating afflicted children. The two aqpects of the problem are education, and medical and health-related services,.
1. Relative to the educational aspects of the problem, the task force will concern itself with problems of educational identification, assessment and evaluation, teaching of children with minimal brain dysfunction, educational techniques and methodologies involved, preparation and certification of teachers, responsibility of the public school system for educating these children, guidance of parents in managing children at home, and public education as it relates to the introduction into society of children with minimal brain dysfunction.
2. Relative to the medical and health-related aspects, the task force will concern itself with methods of identification of children with minimal brain dysfunction, diagnostic services required for obtaining adequate knowledge of the child's ability to perform, and the development of guidelines to be used by appropriate professional persons in conducting and carrying out services necessary to proper management of the child with minimal brain dysfunction. 
